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Objective: There is growing evidence supporting the association between migration and posttraumatic
stress disorder (PTSD). Considering the growing population of migrants and the particularities of
providing culturally sensitive mental health care for these persons, clinicians should be kept up to date
with the latest information regarding this topic. The objective of this study was to critically review the
literature regarding migration, trauma and PTSD, and mental health services.
Methods: The PubMed, SciELO, LILACS, and ISI Web of Science databases were searched for
articles published in Portuguese, English, Spanish, or French, and indexed from inception to 2017. The
following keywords were used: migration, mental health, mental health services, stress, posttraumatic
stress disorder, and trauma.
Results: Migration is associated with specific stressors, mainly related to the migratory experience
and to the necessary process of acculturation occurring in adaptation to the host country. These major
stressors have potential consequences in many areas, including mental health. The prevalence of
PTSD among migrants is very high (47%), especially among refugees, who experience it at nearly
twice the rate of migrant workers.
Conclusions: Mental health professionals must be trained to recognize and provide appropriate care
for posttraumatic and/or stress-related disorders among migrants.
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Introduction
Migrants are individuals who enter a foreign country to
live or work. From the perspective of the host country,
immigrants are those individuals who have come from
abroad. An estimated 244 million people worldwide have
migrated out of their countries of origin, fleeing war or
poverty or pursuing the dream of a better life.1 Accord-
ing to Brazilian Federal Police data, there are 117,745
foreigners living in the country; the majority are natives
of Bolivia, Colombia, Argentina, China, Portugal, and
Paraguay.2 Searching for employment, reuniting with
family members, or seeking refuge for humanitarian
reasons are the main motivations of migrants to Brazil.
Mental health professionals, including psychologists,
physicians, and nurses, will come into contact with adult
and child migrants in a variety of settings, including
schools, community centers, mental health facilities, and
hospitals, and will need to know how to approach this
population.
Migrants are often subjected to specific risk factors
for mental health problems, mainly related to exposure of
stressful and traumatizing experiences, including racial
discrimination, urban violence, abuse by law enforcement
officers, forced removal or separation from their families,
detention or reclusion, and/or deportation. Stress and
trauma have been robustly associated with risks for
mental disorders, including but not limited to posttrau-
matic stress disorder (PTSD), major depressive disorder,
psychosis, and suicide.3-7
Stress is currently conceptually understood as a complex,
multidimensional process by which some environmental
factor (the stressor) triggers a physical and psychological
response to which the individual must adapt. Adaptation is
understood as a dynamic process by which the individual’s
thoughts, feelings, behavior, and biophysiological mechan-
isms continually change to fit a changing environment.8
When the adaptation resources of the organism are over-
whelmed, a mental disorder can prevail, with specific
symptoms and associated behaviors, potentially including
severe high-risk behaviors such as suicide.9 As it requires
constant adaptation to a new environment, the migration
process is generally assumed to be a major chronic environ-
mental stressor.
Nevertheless, the impact of migration on mental health
is still a relatively unexplored issue in Brazil. It is critical
that the impact of stress and trauma on vulnerability to
mental health problems, especially PTSD, be known in
order to develop appropriate interventions for prevention,
recognition, and provision of early, culturally appropriate
care for migrant populations. The objective of this study
was to critically review the literature on the link between
migration and stress, emphasizing the stress-related
disorder PSTD, and to discuss its implications for
Brazilian mental health services.
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The PubMed, SciELO, LILACS, and ISI Web of Science
databases were searched for articles published in
Portuguese, English, Spanish, or French, and indexed
from inception to 2017. The following keywords were used:
migration, mental health, mental health services, stress,
posttraumatic stress disorder, and trauma. We included
original studies, reviews, and meta-analyses. Furthermore,
the reference lists of selected articles were handsearched
for additional publications of interest.
Results
Stress and migration
Several authors agree that migration is associated with
specific stressors, mainly related to the migratory experi-
ence and the necessary process of acculturation occur-
ring in adaptation to the host country; these have potential
consequences in various areas, including mental health.10
Many authors state that the migrant population is more
vulnerable to health issues, especially psychological dis-
orders, along with a higher level of anxiety or greater pes-
simism about the future, often caused and/or compounded
by the loss of one’s social support network and isolation due
to lack of knowledge.11
One of the characteristics of migration-related stress is
its chronicity. Some of the multiple stressors involved
include feelings stemming from ‘‘not belonging to a single
place,’’ weak social conditions (e.g., lack of documenta-
tion, exploitation at work, poor housing conditions), lin-
guistic and cultural changes, loneliness, failure of one’s
migration project, and the everyday struggle to survive.12-15
From a psychodynamic point of view, migration can be
conceived as a process similar to mourning, in which the
individual moves away from family and loved ones; from
his language, culture, country, social status, and contact
with the groups to which he belongs; and into possible
insecurity. According to the Achotegui,5 the migration
process involves three types of mourning: simple mourn-
ing, which takes place and is worked through in good
conditions; complicated mourning, which involves serious
difficulties in the working through of the migratory experi-
ence; and extreme mourning, which occurs in a proble-
matic way and cannot be processed, overwhelming the
adaptive capacities of the subject and leading to the
so-called ‘‘immigrant syndrome with chronic or multi-
ple stress’’ or ‘‘Ulysses syndrome.’’ Achotegui named the
syndrome after the myth of Ulysses and the odyssey of his
return to Ithaca after the end of the Trojan War. Ulysses
syndrome was defined as a stress-related clinical pic-
ture which includes four sets of manifestations: 1) in the
depressive set: sadness, crying, guilt (paranoid type) and
ideas of death (although infrequent); 2) in the anxious
set: tension and nervousness, excessive and recurrent
worries, irritability, and insomnia; 3) in the somatization
set: headache, fatigue, and musculoskeletal, abdominal,
and thoracic somatizations; and 4) in the cognitive set:
memory deficit, attention deficit, and physical and temporal
disorientation.
Stress and acculturation
Acculturation is defined as a multidimensional process
involving changes in many aspects of migrants’ lives,
including language, cultural and ethnic identity, attitudes
and values, customs and social relations, gender roles,
eating patterns, artistic expressions, and communication.16
Acculturation can occur in stages, with migrants learning
the new language first, followed by behavioral changes
and participation in culture. From a cultural standpoint,
while some settings (such as workplaces or schools) are
associated predominantly with the host country, others
(such as the home or neighborhood) may be associated
predominantly with the culture of the country of origin.
From this perspective, acculturation implies coexistence
of both cultures, providing access to different types of
resources, including those necessary for the promotion
and restoration of mental health that would be expected to
be linked to better mental health outcomes.17
Psychological acculturation refers to the dynamic pro-
cess that begins when immigrants enter their new country
and begin to adapt to its culture. Behavioral acculturation
refers to the degree to which immigrants participate in
their culture of origin and/or in the new culture.16 In addi-
tion to adopting new habits, adult migrants can continue
to participate in their culture of origin and establish friend-
ships with fellow migrants from their home country, with
whom they can share interests and values, consume
ethnic food, and read printed material or electronic media
in their native language.
According to Berry et al.,18 the acculturation model
includes four dimensions: integration, assimilation, sepa-
ration, and marginalization.
1) Integration: the individual maintains aspects of their
culture of origin, but also acquires traces of new current
culture. This strategy can only be pursued in explicitly
multicultural societies, based on values of acceptance of
cultural diversity and with a low level of prejudice, that is,
minimal levels of racism, ethnocentrism, and discrimination.
2) Assimilation: the individual does not wish to maintain their
cultural identity of origin, and fully acquires the traits of the
new culture. Value is ascribed to one’s relationship with
the new reality.
3) Separation: the individual places value only on aspects
of their original culture, refusing integration into the new
country.
4) Marginalization: the individual does not maintain traces of
his original culture, nor does he identify with the values
of the new culture; he stays on the sidelines. This mode
may be characterized by a high level of anxiety, a sense
of alienation, and a loss of contact with the two groups.
Berry justifies that formal education is a personal resource
and a protective factor in itself against problems of
adaptation, as it helps in problem-solving and decreases
stress. Occupational status and support networks also
promote good adaptation. On the other hand, great
cultural distances between the original and new culture
imply the need for extensive cultural relearning, which
can cause uninterrupted conflict and lead to adaptive
difficulties.
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Problems caused by acculturation include changes in
gender roles, intergenerational conflicts, family conflict
and communication difficulties, reversal of roles in the
family, negotiation of identity and loyalty to the culture
of origin and to the new culture, solitude, and isolation.
Conflicts between generations are common in migrant
families, reflecting a gap between the acculturation of
parents and children.19 Migrant children tend to adapt
their behavior to the host culture rapidly. As immigrants,
parents and children can live in worlds with different
cultural contexts, which can be a source of parent-child
arguments and conflicts about friendships, dating, mar-
riage, gender roles, and career choices.19 Because immi-
grant parents are immersed mainly in one cultural context
and their children in another, parents often know little
of their children’s life away from home. For children of
immigrants, it may be difficult to live with the expectations
and demands of one culture at home and another at
school. Children may not turn to their parents with
problems and worries, believing that their parents do not
know the host culture and its institutions well enough
to provide good advice or help. In some cases, second-
generation immigrant children and adolescents may undergo
role reversal and translate their parents from their native
language into the language of the new country or help
parents and grandparents navigate the culture of the
new country. Older adult migrants are often those most
vulnerable to mental health problems, with the exception
of victims of war and torture.
Acculturative conflicts are often the reason that brings
immigrant families to psychological or psychiatric treat-
ment. Even immigrants who have lived in a new country
for a long time and seem to have adopted its lifestyle
can continue to maintain a strong identification with
their culture of origin. The structures of psychological
and psychiatric care services should include programs
designed to help immigrants adapt to the new context,
value the need to learn the ways of the new culture, and
maintain a connection with their old country and culture.
Traumatic events in migrants
The challenge in offering access to appropriate mental
health services to migrants arises not only from cultural
and linguistic barriers, but also from the impact of their
exposure to traumatic events and stressors.20 Traumatic
factors are usually associated with the experience of
migration, but the literature indicates that they could occur
in pre-migratory stages, during the migratory process, or
even in the post-migratory period.
The impact of traumatic events on mental health seems
to be influenced by their frequency, intensity, and dura-
tion. A meta-analysis conducted by Bogic et al.21 found
that, regarding war-related factors, a higher number of
traumatic experiences was the factor most robustly asso-
ciated with the presence of mental disorders, including
PTSD.22,23 In the same line, Nygaard et al.24 described a
40.9% prevalence of psychotic experiences migrants with
refugee status and known PTSD; the most common
experiences were auditory hallucinations (66.2%) and
persecutory delusions (50%), which were more prevalent
in individuals exposed to torture and imprisonment. Dif-
ferent influences, such as childhood abuse and traumatic
events, interact in complex ways to determine risk of
psychotic disorder.25 Migration is linked to a more severe
psychosis, with a higher risk of ‘‘need for care,’’ and
refugees are at higher risk of non-affective psychosis.26
Some authors state that the actual data suggest that the
higher risk of schizophrenia in migrants is found in
the least successful and most discriminated groups.27
This theory also encompasses that, to a certain degree, it
is the reason why childhood trauma is also a risk factor.
Other authors argue that, in studies on discrimination, the
strongest effect was seen when there was discrimination
including physical assault. This supports that exposure
to hostility, threat, and violence are a cause of high
psychosis risk, because they trigger more paranoia and
delusions.28
Interestingly, the meta-analysis conducted by Bogic
et al. also indicated that post-migration socioeconomic
level had no impact on PTSD risk, unlike the risk for major
depression, in which socioeconomic disadvantage was a
defined risk factor. Nevertheless, most studies indicate
an independent effect of trauma severity (especially
war trauma) on current mental health status, even after
controlling for post-migration factors.21
Posttraumatic stress disorder (PTSD) and migration
PTSD is a mental disorder with a severe and disabling
clinical course, and it represents a considerable burden
not only to patients and their families, but also for society
and the health system. Exposure to traumatic events is a
required factor for the development of the disorder; more
precisely, PTSD is the only psychiatric disorder which
requires occurrence of an external traumatic event prior
to symptomatology for its diagnosis.29 Specific clinical
manifestations, such as involuntary re-experiencing, hyper-
arousal, avoidance, and negative thoughts/feelings, occur
for at least 4 weeks after the trauma.29,30 There are
several well-known risk factors for PTSD onset, including
factors related to trauma itself (severity, frequency), to the
subject (genetics, physiological reactions, neuroanatomical
abnormalities, resilience), and to peri- and posttraumatic
components (socioeconomic level, social network, post-
trauma difficulties).31,32
A meta-analysis conducted by Lindert et al.33 revealed
that, among 20 pooled studies published during 1990 and
2007 and focusing only on PTSD, the overall prevalence
was 47% (95% confidence interval [95%CI] 31-63). The
prevalence among refugees was almost twice as high as
in labor migrants, putatively due to exposure to more risk
factors, such as violence, war, and political persecu-
tion which are often stimuli for migration, as reported
by Rasmussen et al.34 As mentioned, migrants often
experience a set of traumatic experiences in their country
of origin, during migration, and/or during the resettlement
process in the new country; hence, it is not surprising
that the prevalence of mental health problems, includ-
ing PTSD, is high in this population.35 Nevertheless, this
extremely high prevalence in migrants highlights the
importance of careful attention to mental health in these
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populations, especially considering that the prevalence
for PTSD among adults in the general population at any
one time is up to 3%.30 Interestingly, the risk of PTSD in
migrant populations decreases over generations, and
reaches similar proportion at the third generation.36
The risk factors for PTSD and the distribution of
stressful and traumatic events differ considerably among
countries that receive and send migrants, creating a
complex relationship.37 Countries that receive migrants
might pose heterogeneous obstacles, such as different
culture/acculturation, weak network integration, difficulties
in daily life, and poor access to the health system, while
countries that send migrants might include backgrounds
of political instability, low socioeconomic status, violence,
and natural disasters. Several risk factors for PTSD have
been reported in the literature, such as multiple traumatic
events, being a victim of violence (e.g., torture, rape/
sexual assault, armed conflicts), and economic hardship,
but also factors involving post-migration difficulties, such
as poor social network (e.g., loneliness and boredom,
weak social integration), poor access to counseling services,
socioeconomic/political instability (e.g., not having legal
immigrant status, unemployment), detention, communica-
tion difficulties, acculturative stress associated with post-
migration experiences, and others.38-46
Communication skills are a topic that allows different
understandings to be drawn from the same evidence.
Frequently, these skills are reported as a concern by
migrants, since better language performance allows
access to better work, educational opportunities, and
appropriate medical care.47 However, Chu et al.39 pro-
posed an interesting view on this subject: better skills on
the language from the receiving country were predictive of
worse PTSD outcome, which could be related to higher
expectations for coping with migration when compared to
those with poor fluency.39 A similar finding was reported by
Porter & Haslam.48 In this study, refugees with higher
socioeconomic status prior to migration presented worse
mental health outcomes due to a sharper drop in their
status.48 Given all these risk factors and considering that
they are irregularly distributed all over the world and over
the years, it is important to consider each population in its
historical context, and their personal experiences in both
their previous and their current homes.
Limitations of the current data
Given these particularities, there are some limitations
regarding research not only on migrants’ PTSD out-
comes, but also on mental health from a much broader
perspective. First, the interviews and evaluations in
the included studies were frequently conducted in the
language of the host country, which might lead to
misinterpretations and jeopardize the sensitivity of the
study. Language and cultural barriers can be overcome by
using instruments for assessment in the migrant’s lan-
guage, administered by someone from the same cultural
background, as Norris & Aroian49 have done; this can
provide more comfort to the subject. After this barrier is
overcome, as stated above, the risk of mental health
problems depends upon historical context and personal
experiences; thus, it is important that the evidence found in
the literature is not seen as static, but rather as some-
thing that requires periodical review and comprehensive
assessment including biopsychosocial, spiritual, and sub-
jective dimensions of experiences and mental illness.42,50
Lastly, besides the need for larger samples, it is important
to note that sampling bias was inherent to most of the
studies included; Song et al.51 proposed that poor mental
health could be a factor hindering functioning in affected
people, which, in turn, could prevent help-seeking behavior.
Considering this and that most studies enroll voluntary
participants, there is a possibility that results may have
been underestimated. Additional limitations to be aware of
include potential validation of transcultural assessment
instruments and recall and self-selection bias.
Discussion
Considering the magnitude of the challenge to provide
mental care for a huge number of international migrants,
the literature regarding this subject is underexplored.
Overall, the results of the available studies indicate that
migration can be a stressful experience, and carries the
potential to expose the individual to one or even a set
of traumatic experiences, including complex trauma (such
as sexual violence and war trauma).52 Some authors
defend a selection hypothesis that posits that the
increased rate of mental disorders in migrants is due to
the selective migration of predisposed people, but long-
itudinal data are now available to oppose that theory.53
Many authors have stated that, for millions of people,
migration is becoming a process that carries intense
levels of stress, which can overwhelm human adap-
tive capacity and trigger mental or physical problems,
symptoms, or illnesses. Some authors have even pro-
posed the existence of a distinctive suffering condition
typical of the stress associated with immigration: ‘‘Ulysses
syndrome’’ or the ‘‘immigrant syndrome of chronic and
multiple stress,’’ which resembles an adjustment dis-
order with cultural aspects.54 In this sense, the migrant
syndrome of chronic and multiple stress would belong
more to the field of mental health than to psychopathology
itself, since immigrants do not necessarily suffer from
mental illness, but rather experience a series of symp-
toms caused by multiple stressors.55 If the situation linked
to the stressful events is not resolved, there is a risk that
mental illness may develop. Outlining and recognizing this
framework of adaptation to the stress associated with
migration points out multiple possibilities on a continuum
of adjustment, which would range from complete adapta-
tion (or reported emotional growth via the mourning
of migratory experience) to the immigrant syndrome of
chronic and multiple stress, and even further, to the
development of mental illness (e.g., PTSD if there was
trauma involved).
Hence, considering that migrant populations are more
affected by PTSD (and by other psychiatric disorders,
such as major depression), which has been implicated
in worse functioning,49,51,56 it is essential for the health
system and health providers to pay attention to the mental
health of migrants in relation to trauma exposure.
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Characteristics of the receiving country also have an
impact on migrants’ mental health. For example, migrants
living in an area with a low ethnic density are at an
increased risk of psychosis.57 In general, treatment
adherence is lower in immigrants, which is an aspect to
consider when offering services to this population.58
Heterogeneity across studies regarding the population,
the instruments used to assess exposure to traumatic
experiences and mental health outcomes, and the con-
venience sampling method used are limitations which
should be borne in mind when interpreting our findings.
Many mental health studies, for example on suicide, often
exclude people who recently immigrated (which is partly
relevant considering that a culture-specific adjustment
syndrome should not be treated as a mental disorder),
but more specific research on migration and mental health
is still warranted.59 Clinically significant dimensions of stress-
related disorders, such as cognitive deficits, also remain
highly underexplored among migrants.60 Nevertheless, the
considerably higher prevalence of PTSD among migrants,
and especially among refugees, does leave little room for
doubt that those experiences are strongly associated with
this specific illness.
Berry’s acculturation model proposes that, the more
marginalized migrants are in their new community, the
higher the risk to their mental health. In general, dif-
ficulties with social adjustment are often cited as a predictor
of mental illness, drug relapse, and low adherence to
treatment in various mental disorders.61-65
Mental health services working with migrants in Brazil
need to be prepared for a population with specific dif-
ficulties linked to the stress of acculturation and possible
trauma, as well as to a profile of lower treatment adherence
and more mental health illness in general. Clinicians must
also have the cultural awareness and sensitivity needed
to distinguish between genuine mental illness (such as
PTSD) and psychosocial adjustment difficulties (such as
Ulysses syndrome), and thus provide appropriate treatment.
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